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Abstract

Background Despite the importance of lifestyle change
in disease management and the growing evidence
supporting motivational interviewing (M) as an
effective counseling method to promote behavioral
change, to date there are few published reports

about MI training in graduate medical education.

Objective The study aimed to pilot the feasibility and
effectiveness of a brief Ml training intervention for
endocrinology fellows and other providers.

Methods We used a pretest/posttest design to evaluate
a brief Ml training for 5 endocrinology fellows and 9
other providers. All participants completed subjective
assessments of perceived confidence and beliefs about
behavioral counseling at pretest and posttest. Objective
assessment of MI was conducted using fellows’
audiotaped patient encounters, which were coded using

a validated tool for adherence to MI before and after the
training. Paired t tests examined changes in objective
and subjective assessments.

Results The training intervention was well received and
feasible in the endocrinology setting. At posttest,
participants reported increased endorsement of the Ml
spirit and improved confidence in MI skills. Objective
assessment revealed relative improvements in MI skills
across several domains. However, most domains, as
assessed by a validated tool, did not reach competency
level after the training intervention.

Conclusions Although more intensive training may be
needed to develop MI competence, the results of our
pilot study suggest that brief, targeted Ml training has
short-term efficacy and is well received by endocrinology
fellows and other providers.

Introduction

Motivational interviewing (MI) is a brief, directive, patient-
centered counseling technique to elicit behavior change by
helping patients explore and resolve ambivalence about

All authors are at the Children’s Hospital of Richmond at Virginia
Commonwealth University, and Virginia Commonwealth University. Melanie
K. Bean, PhD, is an Assistant Professor in the Departments of Pediatrics and
Psychology; Diane Biskobing, MD, is an Associate Professor in the
Department of Internal Medicine; Gary L. Francis, MD, PhD, is a Professor in
the Department of Pediatrics; and Edmond Wickham 1ll, MD, MPH, is an
Associate Professor in the Departments of Pediatrics and Internal Medicine.

Funding: This work was supported by American Cancer Society grant PFT-08-
144-01-CPPB to M.K.B., and National Institutes of Health grant K23HDo053742-
041 to E.PW. The funding bodies had no role in study design; collection,
analysis, and interpretation of data; writing of the manuscript; or the decision
to submit the manuscript for publication.

The authors would like to thank Lauren Almond, BS, and April Hafer, BS, for
their assistance as raters with this study. The authors also thank Jessye
Cohen, MS, and the practice patients who participated in the motivational
interviewing training.

Corresponding author: Melanie K. Bean, PhD, Department of Pediatrics, PO
Box 980140, Children’s Hospital of Richmond at Virginia Commonwealth
University, Richmond, VA 23298-0140, 804.527.4710, mkbean@vcu.edu

Received July 14, 2011; revision received February 3, 2012; accepted February 6,
2012.

DOI: http://dx.doi.org/10.4300/JGME-D-11-00166.1

change.! Main components include health professionals
exhibiting empathy and eliciting the patient’s own reasons
for wanting to change in a collaborative, nonjudgmental
manner.! General practitioners** and specialists® are
increasingly using this technique, and its efficacy has been
demonstrated across multiple behavioral domains,*”
including diet,® medication adherence,” diabetes care,'*!!
and substance abuse.® Within endocrinology, the role of
behavior modification is a critical part of helping patients
manage their diabetes. In a randomized controlled trial of
MI among patients with type 1 diabetes, hemoglobin Alc
values were lower in the MI group than the control group,
suggesting the efficacy of this approach in improving
meaningful health outcomes.'

Because of the growing use and support of MI, there is
an increased need to examine effective training methods for
health professionals.'*'* However, providers and trainees
have a limited amount of time available to learn a new
clinical style,' and multiday training workshops may not
be feasible.'® Although there is currently no standardized
curriculum for teaching MI, various approaches have been
described!'*"?; yet, few studies have examined MI training
for specialists.'”> We developed and piloted the feasibility,
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acceptability, and immediate effectiveness of a brief MI
training for endocrinology specialists.

Methods

Our single group, pretest/posttest design included endocri-
nology fellows and endocrine providers (nurse practition-
ers, dietitians, attending endocrinologists, and pharmacists)
at a large, urban academic medical center in Virginia.
Participants provided informed consent prior to study
initiation. All participants completed a brief survey prior to
and immediately after the MI training. To objectively
evaluate the effect of the MI training on skill development,
fellows’ patient encounters were audiorecorded over a 2- to
3-week interval prior to and after the training and were
coded for MI adherence. Study personnel obtained per-
mission from eligible patients (ie, age =18 years, with type
1 or 2 diabetes) to audiotape the encounter prior to clinic
visits. This study was approved by the Institutional Review
Board of Virginia Commonwealth University.

MI Training

Six hours of training were conducted by the first author, an
MI expert, during 4 weekly 1.5-hour training sessions.
Sessions included didactics, group discussions, practice
activities, and video vignettes. Course materials included a

t,%° journal articles,**'*' training DVDs, and Motiva-

tex
tional Interviewing Network of Trainers (MINT) training
exercises (including role-plays); DVDs and MINT resources
are available at http://www.motivationalinterview.net.

Resource requirements to conduct the training include a
DVD player, projector, copies of handouts, and a large
room to host the number of trainees and to provide
adequate space to allow for practice/role-plays. Suitable
trainers include members of MINT and/or clinicians with
considerable experience using and teaching others about
MI. Extensive supervised practice and evaluation of MI
skills are needed to verify the trainer’s expertise. Additional
teaching resources developed for this training are available
upon request.

Session 1 This session focused on defining MI and
describing the MI spirit, which includes the following: (1)
collaboration: developing a patient/provider partnership;
(2) evocation: evoking rather than instilling motivation for
change; and (3) autonomy: emphasizing the patient’s ability
and responsibility for making the decision to change.!
Fundamental MI skills were also introduced, including
open questions, affirmations, reflections, and summary
statements.

Session 2 This session expanded on the open questions,
affirmations, reflections, and summary statements, with
particular emphasis on asking open rather than closed
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What was known

Motivational interviewing (MI) can assist patients with lifestyle change
decisions important in disease prevention and management, yet few
approaches for training exist that are sensitive to physicians’ time
constraints.

What is new

To pilot the feasibility and effectiveness of a brief Ml training
interventions for fellows and other providers in an academic
endocrinology clinic.

Limitations

Single site, single subspecialty limit generalizability; small sample may
result in the inability to detect effects. Participants’ skills gains were not
linked to outcomes to confirm effectiveness of the intervention.

Bottom line

MLI training was feasible and well-received, and led to improved MI-
consistent attitudes toward behavioral counseling. The brief training did
not fully develop participants’ Ml skills.

questions and making reflective statements. In MI, open
questions facilitate the exploration of patients’ behaviors
and reasons for change. Similarly, making accurate and
skillful reflections helps deepen patients’ exploration of
their ambivalence about change, conveys empathy, and can
strengthen patients’ motivation.!

Session 3 Participants learned and practiced using MI-
consistent strategies to identify and respond to patient
resistance. Further, participants learned how to elicit and
respond to “change talk,” in contrast to talk from patients
stating why they should not change. Strategies for
integrating MI into patient counseling were presented,
including (1) agenda setting, which offers a menu of
options and allows patients to select the behavior on which
to focus; (2) scaling questions to assess importance and
confidence of changing the target behavior; (3) asking
questions that can elicit change talk; and (4) devising
strategies for responding to resistance. This session also
included a sample structure for a 15-minute MI encounter.

Session 4 This session included a review of previous
material and extensive practice. Undergraduate and
graduate students participating in a research course served
as volunteer patients who came prepared to explore an
authentic behavior change topic. They were provided with
no other training or guidance. Participants conducted two
15-minute encounters with these volunteers. Two
facilitators with expertise in MI moderated this practice
and provided immediate feedback to trainees. After each
practice session, the group discussed difficulties
encountered and listened to provider and patient
perspectives on the experience.

Measures

Motivational Interviewing Treatment Integrity
Audiotaped patient encounters were coded using the
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TABLE PATIENT ENCOUNTER DESCRIPTIONS AND MOTIVATIONAL INTERVIEWING (MI) PROFICIENCY AT PRETRAINING AND
POSTTRAINING COMPARED WITH RECOMMENDED PROFICIENCIES USING THE MOTIVATIONAL INTERVIEWING
TREATMENT INTEGRITY (MITI) 3.0
MITI 3.0 Recommended
Mean Rating® Proficiencies
Pretraining Posttraining P Beginner Competent
MITI domain
Global spirit, mean (SD)® 3.6 (0.22) 3.9 (0.61) 26 35 4
Reflection-question®, mean (SD)* 0. (0.05) 0.6 (0.06) 047 1.0 2.0
% Complex reflections, mean (SD)? 477 (0.21) 63.4 (0.20) .06 40 50
% Open questions, mean (SD)* 15.8 (0.05) 26.2 (0.07) .07 50 70
% M adherent, mean (SD)f 822 (017) 82.9 (0.25) .096 90 100
Patient encounter details
Total No. of patient encounters 17 8 N/AE N/A N/A
Encounter duration, min, mean (range) 27.3 (20-31) 25.7 (15-36) 7 N/A N/A
No. of patient encounters per fellow, mean (range) | 3-4 (3-4) 3.6 (3-5) N/A N/A N/A

Scores based on 17 pretraining encounters and 18 posttraining encounters among 5 participating fellows.

®Global spirit = (evocation + collaboration + autonomy)/3.

“Ratio = total reflections/total questions.

9% Complex reflections = (complex reflections/total reflections) X 100.
€% Open questions = (open questions/total questions) X 100.

f9% Ml adherent = MI adherent/(MI adherent + Ml nonadherent).
€Not applicable.

Motivational Interviewing Treatment Integrity (MITI) V.
3.0,2! a validated rating system for determining MI fidelity
that includes global scores and behavior counts. Global
dimensions rate the MI spirit on a 5-point Likert-type scale
and include: (1) empathy, (2) evocation, (3) direction, (4)
autonomy/support, and (5) collaboration. Behavior counts
are tallies of clinician utterances and include (1) MI-
adherent behaviors, (2) MI nonadherent behaviors, (3)
open questions, (4) closed questions, (5) simple reflections,
and (6) complex reflections. MITI guidelines were used to
code clinician utterances and determine MI competency.
Two independent blinded raters trained in the MITI 3.0
with previously established satisfactory intraclass
correlations,”* coded audiotaped sessions. About 15%

(n = 6) were double coded, and an average of these ratings
was used in analyses.

Provider Survey A brief self-report survey assessed
perceptions about behavioral counseling. Items assessed
perception of MI skills (eg, I am a good listener with my
patients”), confidence (eg, “I am confident in my ability to
express empathy for my patients”), and spirit (eg,
“Patients, in general, should be motivated by the desire to
be healthy”). Posttests also assessed confidence with
exploring the pros and cons of behavior change, and using

importance and confidence scaling questions (1 = strongly
disagree, 5 = strongly agree). Pretest questions asked for
provider demographics (age, sex, ethnicity, and education),
prior MI experience, and years of clinical experience, and
posttest questions assessed feedback on the training.

Data Analysis Intraclass correlations were calculated to
establish interrater reliability. Summary scores were created
using algorithms outlined in the MITL.?! After descriptive
analyses, paired ¢ tests examined pretest to posttest changes
in MITI scores and survey responses. SPSS v.18.0 (IBM,
Armonk, NY) was used in analyses. P < .05 was used to
determine significance.

Results

Five fellows (4 adult and 1 pediatric) and 9 providers
participated in this study. All but one participant reported
receiving no prior MI training. The TaBLE displays
descriptive data for the audiotaped patient encounters and
MITI 3.0 scores for MI adherence compared with
recommended beginner and competency thresholds. There
were significant improvements in reflection-to-question
ratios (P = .047). There was no significant difference in MI
competence by type of patient encounter (new [25.7%; 9 of
35] or follow-up [74.3%; 26 of 35]; P > .05). Interclass

Journal of Graduate Medical Education, September 2012 359



EDUCATIONAL INNOVATION

coefficients overall were strong, with most ranging from
0.63 to 0.95, and were moderate at 0.47 for open
questions.?

At posttest, participants reported significantly lower
agreement with the belief that patients should be motivated
by the desire to be healthy (P < .001), as well as lower
agreement with the belief that it is the practitioner’s
responsibility to provide information about the benefits of
health behavior change, regardless of patient readiness to
change (P = .003). They also reported less need to learn
new strategies for helping patients make behavioral
changes (P = .04). The more interactive activities (role-
play activities, group discussions, and video vignettes) were
perceived as relatively more useful than journal articles/
books. Lectures and individual feedback were also reported
to be very useful.

Discussion

Our brief pilot training was designed for implementation
within an academic health care system to specifically address
the use of MI within endocrinology. After the training,
fellows demonstrated significant improvements in their
reflection-to-question ratios, a key MI skill.! Yet, only the
percentage of complex reflections reached competency level,
highlighting the need for continued training. Participants
also reported greater understanding of the spirit of M1, with
fewer reported gains in perceived counseling skills. Findings
are similar to those from previous studies reporting short-
term gains in skills'” and improved MI-consistent attitudes
after medical student trainings.'® Competency in MI is not
merely the use of techniques, but rather largely depends on
embodying the spirit of this approach and applying it to
behavioral counseling. Thus, it is important that trainees
understand and adhere to the spirit of MI. Responses
suggested that participants understood the collaborative
nature of MI versus a more prescriptive, information-giving
approach, which may translate into more effective patient
encounters around behavior change. Further, by reducing
assumptions that patients should be motivated by health,
there may be a greater openness to exploring patients’
individual reasons for change.

At posttest, the most frequent MI nonadherent behav-
ior was giving advice or information without patient
permission. The paradigm shift in role from “expert” to
“collaborator” can be challenging for medical providers'
and may contribute to the difficulty with this behavior.
Additional practice of MI-adherent strategies for exploring
a patient’s readiness to change and providing information
consistent with that level of readiness is warranted.

Study limitations include a small sample size of patients
and participants, limiting generalizability. There was no
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control group, introducing history and maturation (among
others) as potential validity threats. Further, although the
MITI 3.0 is a validated instrument, the survey is not, and it
may not have been sensitive enough to detect significant
changes. We were also unable to link practitioner skill to
patient behavior or match patients from pretest to posttest,
which would have increased the study’s effectiveness. Last,
follow-up was brief; longer follow-up is needed to examine
whether changes were sustained beyond the immediate
posttest. These limitations may have contributed to our
inability to detect changes in several study variables.

Conclusions

Our MI training was feasible and well received, and it led
to improved MI-consistent attitudes toward behavioral
counseling. However, more intensive training is needed to
achieve greater improvement in MI skills. With growing
evidence about the importance of lifestyle changes in
managing and preventing diseases, continued investigation
into feasible and effective training models is needed. The
results of this pilot study contribute to the small but
growing literature examining strategies for disseminating
MI into the health care setting.

References

1 Miller WR, Rollnick S. Motivational Interviewing: Preparing People for
Change. New York, NY: Guilford Press; 2002.

2 Soderlund LL, Madson MB, Rubak S, Nilsen P. A systematic review of
motivational interviewing training for general health care practitioners.
Patient Educ Couns. 2011;84(1):16—26.

3 Abramowitz SA, Flattery D, Franses K, Berry L. Linking a motivational
interviewing curriculum to the chronic care model. J Gen Intern Med.
2010;25(suppl 4):5620-5626.

4 Rollnick S, Butler CC, McCambridge J, Kinnersley P, Elwyn G, Resnicow K.
Consultations about changing behaviour. BMJ. 2005;331(7522):961-963.

5 Britt E, Hudson SM, Blampied NM. Motivational interviewing in health
settings: a review. Patient Educ Couns. 2004;53(2):147-155.

6 Hettema J, Steele J, Miller WR. Motivational Interviewing. Ann Rev Clin
Psychol. 2005;1(1):91-111.

7 Knight KM, McGowan L, Dickens C, Bundy C. A systematic review of
motivational interviewing in physical health care settings. Br J Health
Psychol. 2006;11(2):319—-332.

8 VanWormer JJ, Boucher JL. Motivational interviewing and diet
modification: a review of the evidence. Diabetes Educ. 2004;30(3):404—
406; 408-410; 414—416 passim.

9 Levensky ER, Forcehimes A, O'Donohue WT, Beitz K. Motivational
interviewing: an evidence-based approach to counseling helps patients
follow treatment recommendations. Am J Nurs. 2007;107(10):50-58.

10 Channon SJ, Huws-Thomas MV, Rollnick S, Hood K, Cannings-John RL, Rogers
C, et al. A multicenter randomized controlled trial of motivational
interviewing in teenagers with diabetes. Diabetes Care. 2007;30(6)
1390-1395.

11 Channon S, Smith VJ, Gregory JW. A pilot study of motivational

interviewing in adolescents with diabetes. Arch Dis Child. 2003;88(8):

680-683.

Madson MB, Loignon AC, Lane C. Training in motivational interviewing: a

systematic review. J Subst Abuse Treat. 2009;36(1):101-109.

13 Lozano P, McPhillips HA, Hartzler B, Robertson AS, Runkle C, Sholz KA, Stout
JW, Kieclhefer GM. Randomized trial of teaching brief motivational
interviewing to pediatric trainees to promote healthy behaviors in
families. Arch Pediatr Adolesc Med. 2010;164(6):561-566.

14 Emmons KM, Rollnick S. Motivational interviewing in health care settings:
opportunities and limitations. Am J Prev Med. 2001;20(1):68-74.

1

N



EDUCATIONAL INNOVATION

15

16

Miller WR, Yahne CE, Moyers TB, Martinez J, Pirritano M. A randomized trial
of methods to help clinicians learn motivational interviewing. J Consult
Clin Psychol. 2004;72(6):1050-1062.

Poirier MK, Clark MM, Cerhan JH, Pruthi S, Geda YE, Dale LC. Teaching
motivational interviewing to first-year medical students to improve
counseling skills in health behavior change. Mayo Clin Proc.
2004;79(3):327-331.

White LL, Gazewood JD, Mounsey AL. Teaching students behavior change
skills: description and assessment of a new motivational interviewing
curriculum. Med Teach. 2007;29(4):e67-€71.

Rubak S, Sandbaek A, Lauritzen T, Borch-Johnsen K, Christensen B. An
education and training course in motivational interviewing influence: GPs’
professional behaviour-ADDITION Denmark. Br J Gen Pract.
2006;56(527):429-436.

19 Pollak KI, Alexander SC, Coffman CJ, Tulsky JA, Lyna P, Dolor R, et al.
Physician communication techniques and weight loss in adults: Project
CHAT. Am J Prev Med. 2010;39(4):321-328.

20 Rollnick S, Miller WR, Butler CC. Motivational Interviewing in Healthcare:
Helping Patients Change Behavior. New York, NY: Guilford Press; 2002.

21 Moyers TB, Martin T, Manuel JK, Miller WR, Ernst D. The Motivational
Interviewing Treatment Intergrity (MITI) Code: Version 3.0. University of
New Mexico, Center on Alcoholism, Substance Abuse, and Addictions,
2007.

22 Bean MK, Mazzeo SE, Stern S, Bowen D, Ingersoll K. A values-based
Motivational Interviewing (MI) intervention for pediatric obesity: study
design and methods for MI Values. Contemp Clin Trials. 2011;32(5):667-674.

23 Landis JR, Koch GG. The measurement of observer agreement for
categorical data. Biometrics. 1977;33(1):159-174.

Journal of Graduate Medical Education, September 2012 361




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 30%)
  /CalRGBProfile (None)
  /CalCMYKProfile (U.S. Sheetfed Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed false
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Settings for the Rampage workflow.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


